Notes
In this paper the authors describe how 'event huddles' were implemented in a US children's hospital in order to analyse and address adverse drug events. The huddles, including nursing and pharmacy leadership, occurred immediately after any clinical adverse drug event and followed a formal protocol to identify active and latent errors leading to the incident. The protocol, including the form used, are described and included. Staff and management considered the approach as useful and non-punitive. Evidence-based de-implementation for contradicted, unproven, and aspiring healthcare practices Prasad V, Ioannidis JPA Implementation Science 2014;9(1) [epub].
Following some previous work on 'contradicted' medical process these authors have written this piece to propose a conceptual framework to guide and prioritise the abandoning of ineffective medical practices and mitigating the risks of untested practices. They seek to shift the emphasis "toward the principles of evidence-based medicine, while acknowledging that evidence may still be misinterpreted or distorted by recalcitrant proponents of entrenched practices and other biases." But, as they note, this process has historically "relied on the evidence base, societal values, cultural tensions, and political sway, but not necessarily in that order". 
Checklists have been one of the most common approaches to attempt to address various safety and quality issues. This paper describes how in one hospital the checklist process had a pre-procedural pause and "attestation" formalised so as to enforce the engagement and involvement of all surgical team members. The form used in the OT is included (in the online content). 
